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Figure  1  (a)  Thoracoscopy  shows  cluster  of  cysts  in  the  left  superior  lobe  and  (b)  chest-CT  shows  multiple  lung  cysts  with  variouS
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i-size and  irregular  shape.
This  is  to  our  knowledge  the  second  reported  case  of  BHD
in  Portugal.  Our  aim  is  to  alert  to  its  existence  in  order  t
allow  for  early  detection  and  prevention  of  the  more  ser
ous  complications,  such  as  renal  cancer,  both  in  presentin
patients  and  in  relatives  at-risk.
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Textiloma: A forgotten diagnosis
To  the  Editor,The  term  ‘‘textiloma’’  (also  ‘‘gossypiboma’’)  describes  a
sponge  or  other  retained  surgical  material  and  the  sur-
rounding  foreign  body  reaction.  The  most  frequent  sites
of  intrathoracic  textiloma  are  the  pleural  and  pericardial
cavities.  Textilomas  are  essentially  inert  and  lead  to  asep-
tic  foreign  body  reactions  with  ﬁbroblastic  reactions  and
encapsulation.  This  rare  iatrogenic  complication  of  surgery5. Khoo SK, Bradley M, Wong FK, Hedblad MA, Nordenskjöld M
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can  have  severe  medical  consequences,  such  as  infectio
or  formation  of  absesses.  Because  of  its  rarity,  the  diagno
sis  of  textiloma  is  easily  overlooked,  particularly  when  th
clinical  presentation  is  delayed.  Some  patients  remain  clin
cally  asymptomatic  for  many  years,  and  then  present  clinical
signs.  The  most  common  clinical  manifestations  are  chest
pain  and  cough.1--5
A  56  year-old  man  was  admitted  with  cough  and  chest
pain.  The  patient  had  undergone  myocardial  revasculari-
zation  6  months  previously.  A  chest  radiograph  showed
opacity  in  the  lower  left  hemithorax.  All  laboratory  tests
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ure  1  Axial  chest  computed  tomography  images  obtained  with  the  pulmonary  (a)  and  mediastinal  (b)  window  settings  reveal
ell-deﬁned  mass  of  probable  extrapulmonary  origin  (the  larger  diameter  is  related  to  the  pleural  surface,  and  the  mass,  in  its
terior portion,  forms  an  obtuse  angle  with  the  chest  wall),  located  posteriorly  in  the  middle  third  of  the  left  hemithorax,  in  close
ntact with  the  pleural  surface.
re  normal.  A  chest  computed  tomography  demonstrated
posterior  well-deﬁned  mass  in  the  middle  third  of  the
t  hemithorax,  in  close  contact  with  the  pleural  surface
g.  1).  Surgical  exploration  revealed  well-encapsulated
gical  gauze  in  the  left  hemithorax.
Computed  tomography  (CT)  is  the  most  effective  method
 detecting  a  retained  intrathoracic  textiloma.  Thoracic
tilomas  most  commonly  present  on  CT  as  masses  with
ular  contours  and  well-deﬁned  borders,  demonstrat-
 peripheral  enhancement  with  the  use  of  intravenous
ntrast  material.  The  inner  region  frequently  shows
terogeneous  density  and  ﬁndings  consistent  with  gas,  cal-
cation,  sponge-like  material,  or  a  radiopaque  marker.2--5
s  may  be  present  in  the  sponge  mesh,  resulting  in  a
orl-like  pattern.4 However,  a  surgical  sponge  left  in  the
ural  space  does  not  typically  result  in  images  of  gas
cause  of  the  reabsorption  of  air  by  the  pleura,  which  usu-
y  occurs  within  the  ﬁrst  30  days  after  surgery.2 Later,
pical  calciﬁcation  and  the  thick,  irregular  inﬂamma-
y  wall  of  the  mass  may  mimic  a  chronic  infectious  or
nulomatous  process  or  neoplasm.  The  inner  region  may
sent  a  folded  or  spongiform  pattern,  with  or  without  air
bbles.2,3 In  the  early  postoperative  period,  such  radiolog-
l  ﬁndings  may  be  confused  with  abscess  formation  and
mplicated  hematoma  or  seroma.  The  mass  may  also  con-
n  wavy,  striped,  high-density  areas  that  represent  the
onge  itself,  with  a  typical  whorl-like  appearance  cor-
ponding  to  the  sponge  ﬁbers.2,4 The  incorporation  of
iopaque  markers  in  swabs  can  signiﬁcantly  aid  the  radio-
ical  detection  of  a  retained  swab.2,5 When  a  radiopaque
ment  is  present,  the  correct  diagnosis  may  be  established
 plain  radiography.4
In  conclusion,  textiloma  is  a  rare  complication  of  thoracic
gery.  Because  of  its  non-speciﬁc  clinical  and  radiographic
sentations,  the  diagnosis  of  intrathoracic  textiloma  may
 easily  overlooked.  Early  recognition  and  prompt  treat-
nt  will  reduce  the  sequelae  of  this  undesirable  condition.
us,  textiloma  should  be  included  in  the  differential  diag-
sis  of  an  intrathoracic  mass,  in  addition  to  hematoma
and  abscess  formation,  in  any  patient  who  has  undergone
thoracotomy.
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